Surgical Closure of Sacral Sores
Cause: The sacrum is usually denuded by bedsores due to unrelieved pressure. Anemia, hypoproteinmmia, hypovitaminosis and incontinence are ranked as causes but contribute little. We see mobile patients with gross anemia and malnutrition without bed sores, but immobile orthopaedic patients often denude their sacrums while attention is focused elsewhere. Effects: A denuded sacrum leads to protein depletion, infection, anemia and general malaise which delay healing even though pressure is removed. Belated attempts to remove pressure from the sacrum often place it elsewhere and further sores appear. General treatment: Our aims are: (1) To break the vicious spiral of deterioration in the patient's general and local condition by a combination of medical and surgical treatment.
(2) To close the sacral sore by any means. (3) To provide cover which will not break down again under stress. The stages are analogous to those in the treatment of burns, and in the same way not all patients need to go through all stages. Unshocked burned patients do not need fluid therapy before excision and grafting: neither do patients with simple sacral sores need prolonged preparation for surgery.
Supportive treatment given to patients with sacral sores is: (1) Systemic, by repeated blood transfusions, high protein and high calorie diet, vitamin supplements and administration of zinc are the main measures. (2) Local, by immediate and total removal of pressure, debridement and wet dressings. Systemic and local antibiotics have little place in this stage of treatment as they are unlikely to reach the important areas in useful amounts. Indicated antibiotics saved for surgical cover are effective, but overgenerous use of widespectrum antibiotics in time reduces their value.
Sacral sores fall into two groups:
(1) Those which will heal spontaneously. They are superficial and re-epithelialize from the base, or are small and heal by cicatrization and secondary epithelialization. The need for prolonged bed rest may militate against allowing spontaneous healing, as may considerations of durability, for secondary epithelium may not withstand future pressure.
(2) Those which will not heal spontaneously. The sores in this group are a challenge, not to surgery but in timing. We like to operate on a patient who is improving with general supportive treatment. This ideal is seldom achieved. The common situation is provided by the patient who maintains his condition on general supportive measures but does not improve until drainage and debridement are undertaken. The worst case is the patient with deep infected sores (usually suffering from multiple sclerosis) whose general condition and sores are both deteriorating. The downward trend can only be broken by surgery, which need not be extensive. After drainage is promoted and a slow upward trend begins, definitive surgery can be planned.
Debridement may be followed by rapid cicatrization and epithelialization, but if healing is prolonged it has the disadvantage of leaving an open wound which may become infected and harbour pathogenic organisms.
Debridement is usually followed by secondary closure and the two steps may be combined when the general condition of the patient and the local condition of the sore are suitable.
The type of closure depends on the durability required. If the patient has a sore complicating acute medical or surgical disease he is unlikely to be at risk again, so simple repair is adequate. If the patient is old or a chronic invalid there is likely to be considerable long-term stress on the repair and it should be as secure as possible.
Surgical Manwuvres
(1) Skin grafting may be used to achieve primary healing. It also serves for definite cover where there is good padding and the disability is temporary.
(2) Excision followed by direct closure is rarely successful and tension at the repair must be removed by a rotation or transposition flap. Depending on the local condition, superiorly or inferiorly based single gluteal rotation flaps are most commonly used.
(3) For large defects double rotation flaps are used, both based superiorly, both inferiorly, or one above and one below.
(4) Transposition flaps are not often used as they leave a secondary defect, but in patients with gross lumbar lordosis (often cases of spina bifida) the flap can be moved from a non-weight-bearing area.
(5) In the occasional surgical battlefield where the sinus-pitted scarred skin can no longer be used, the introduction of fresh flap skin from the abdominal wall is useful. An abdominal tubed pedicle can be swung directly on to the sacral area from its iliac attachment.
Prevention
The time and skill needed to treat a large sacral sore are so great that, however difficult it may seem, it is always economically sound to spend extra time in prevention. No device, from circoelectric bed to sheepskin rug, is a substitute for regular lifting and turning.
